should we not start with a redefinition of health? The NHS concerns itself with pathology. One question which arises is how much pathology occurs in our population. Beveridge when he started the service asserted that medicine would diminish pathology and that consequently not only would health increase, but the costs of medical services would fall. How wrong he was, all the world is now in a position to know. What is the incidence of medical conditions among the population today? In these days not only does no one know but no one bothers to survey in order to find out. A survey was conducted by the Pioneer Health Centre just after 1935. In the 18 months after that a survey of 500 local families revealed that in 1666 people some 3000 medical conditions were present. These are listed in Biologists in search of material), Judging by demand in the surgeries of general practitioners is it likely that the demand is less today? The conclusion to be drawn from this survey -which no one has ever seen fit to repeat -is that the service of health -if it is to serve health must begin by considering what health is and how it is to be promoted.
Three factors appear when health is seriously considered. They are: growth; development; and the fitness of the environment. Growth and development are part of creation -in our day attributed to the gene, but the fitness of the environment is another matter. The environment is administered according to a consensus of opinion and, following on from that, by acts of government.
In rethinking the NHS the primary question is 'Does the Government or indeed the consensus of opinion recognize the biological situation in which mankind finds itself; or is it satisfied to promote, not biology, but a money economy?' Of course the government of the Money Economy would not care for the imperatives which followed from such an exploration.
It would appear that we run affairs to secure the supply of things rather than the health of people. K BARLOW Kniazeff's work led him to suggest that 'Because more than one type of virus was recovered, it is evident that, to define the extent of the problem systematic virus detection studies should beconducted'.
Bovine visna virus, recently renamed bovine immunodeficiency virus (BIV) by Gonda et al. 3 , has received scant attention since its isolation in 1972 4 • Georgiades", although unable to infect human embryonic cells, was successful in infecting human leukaemic bone marrow cells with BIV. Interestingly enough, he was unable to subsequently re-infect bovine embryonic spleen (BES) cells (the cell line in which the virus is usually grown) using viral pellets re-isolated from the infected human cells. His suggestion that the 'virus produced by human leukaemia cells might differ from BVV in antigenic or gene sequence composition' has recently received support from Carter et al. 5 who suggest that 'BIV, like HIV and other lentiviruses, may have a highly mutable envelope gene and use monocytes/macrophages as target cells for infection'. Since these workers were unable to grow BIV in bovine cell lines other than 'embryonic cells derived from various organs and adherent leukocytes' it does not seem unreasonable to speculate that BIV might well have been one of the many viral contaminants of fetal calf serum.
Gonda et al. 3 has shown that, under the electron microscope, BIV is morphologically identical to HIV. He also found cross-reactivity between HIV and ElV localized by Western Blot studies to the major gag (core) proteins p24 and p26 of HIV and BIV respectively.
Until we can be confident that BIV does not, or has not, contributed to the viral contamination offetal calf serum, and until we can be certain that BIV could not be the precursor virus of HIV, I feel there is every reason to be cautious and concerned about the possible human pathogenicity of this virus. This work has yet to be done. J GROTE
